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Abstract
Background: In the course of the last four decades, the profession of physiotherapy has progressively expanded
its scope of responsibility and its focus on professional autonomy and evidence-based clinical practice. To preserve
professional autonomy, it is crucial for the physiotherapy profession to meet society’s expectations and demands of
professional competence as well as ethical competence. Since it is becoming increasingly popular to choose a
carrier in private practice in Denmark this context constitutes the frame of this study. Physiotherapy in private
practice involves mainly a meeting between two partners: the physiotherapist and the patient. In the meeting,
power asymmetry between the two partners is a condition that the physiotherapist has to handle. The aim of this
study was to explore whether ethical issues rise during the first physiotherapy session discussed from the
perspective of the physiotherapists in private practice.
Methods: A qualitative approach was chosen and semi-structured interviews with 21 physiotherapists were carried
out twice and analysed by using a phenomenological framework.
Results: Four descriptive themes emerged: general reflections on ethics in physiotherapy; the importance of the
first physiotherapy session; the influence of the clinical environment on the first session and; reflections and actions
upon beneficence towards the patient within the first session. The results show that the first session and the
clinical context in private practice are essential from an ethical perspective.
Conclusions: Ethical issues do occur within the first session, the consciousness about ethical issues differs in
Danish physiotherapy private practice, and reflections and acts are to a lesser extent based on awareness of ethical
theories, principles and ethical guidelines. Beneficence towards the patient is a fundamental aspect of the
physiotherapists’ understanding of the first session. However, if the physiotherapist lacks a deeper ethical
awareness, the physiotherapist may reason and/or act ethically to a varying extent: only an ethically conscious
physiotherapist will know when he or she reflects and acts ethically. Further exploration of ethical issues in private
practice is recommendable, and as management policy is deeply embedded within the Danish public sector there
are reasons to explore public contexts of physiotherapy as well.
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Physiotherapy in private practice involves mainly a
meeting between two partners: the physiotherapist and
the patient. In the meeting, power asymmetry between
the two partners is a condition that the physiotherapist
has to handle. The asymmetry of power is based on the
partner’s power inequality in defining and setting the
situation: generally, the one needs help and the other
has the adequate skills to offer assistance [1]. In addition
to laws and guidelines as regulation of the professional
interaction, it is the physiotherapist who is in power to
define the setting, ask questions, set the timeframe e.g.
and thereby has the professional responsibility to ensure
the patient equal status within the session.
In addition to power asymmetry, physiotherapy is
characterised by a close and often continued relation-
ship between physiotherapist and patient, both by being
touched by one another physically and mentally [2,3]
and by the fact that the responsibility for success or fail-
ure to a great extent is shared between the physiothera-
pist and the patient [2].
Thornquist writes that every meeting between phy-
siotherapist and patient implies both written and
unwritten codes of conduct. And even when meetings
are planned and roles and codes of conduct seem fairly
clear-cut it is never given how they shall go. Something
is given and something is brought about between the
partners [1].
Communication within the professional meeting has
been reduced to a linear transfer of information [4]
where interpretation and context were neglected [1]. Our
point of departure is Thornquist’s perspective on com-
munication as a fundamental social activity; a mutual
exchange of meaning, a dialogue where we address each
other to create reciprocity in experience and meaning.
Focus is on what happens between the partners both
verbally and non-verbally, on the basis that both partners
have their own understandings and interpretations of
values, norms and traditions [1]. Additionally, we see the
organisational and institutional structures and the clinical
environment where the two partners meet as having
influence on what happens. In communication we
exchange messages. Messages always come out from a
context, and they are always interpreted in a context, but
this may not be the same context as they come out from.
What the partners do or don’t do, say or don’t say, are all
actions that set the context.
The characteristics of the meeting in physiotherapy
A meeting in physiotherapy private practice is set in an
organisational but also in a meaningful frame [1]. Both
are essential to unfold to set the context of the aim of
the study.
Today, almost 40% of all Danish physiotherapists are
employed in private practice. The rest are employed
within the public setting; in hospitals, in municipal insti-
tutions, in university colleges etc. Increasingly, students
attend clinical courses in private clinics, and it is
becoming more and more popular to choose a carrier in
private practice rather than in public employment, typi-
cally motivated by the feeling of professional freedom
a n db yt h eo p p o r t u n i t yt om a k eas o l i dp r o f i t[ 5 , 6 ] .B y
Danish law, physiotherapy in private practice is granted
federal subsidies, so people receiving physiotherapy pay
half the cost and the government covers the rest. A typi-
cal clinic in Denmark is owned by one, often senior,
physiotherapist, who has two - four physiotherapists
leasing in at the clinic.
Persons who attend private physiotherapy have all
sorts of acute problems, e.g. sports injuries’,ac r i c ki n
one’s neck or back, a tennis elbow or sub-acute pro-
blems as low back pain, muscle tensions etc. People
with severe physical handicaps or functional limitations
due to progressive sickness, may through medical
assignment be granted cost-free physiotherapy in private
practice. Furthermore, some private clinics offer home
treatments to patients who are too ill to get to the
clinic, or palliative patients. Within this complex profes-
sional setting, ethical competences are required to han-
dle all aspects of actions in clinical practice.
We use the term Ethics in reference to Purtilo, who
states: “Ethics is a systematic reflection on morality: Sys-
tematic because it is a discipline that uses specific meth-
ods and approaches to examine moral situations and
reflection because it consciously calls into question
assumptions about existing components of moralities
that fall into the category of habits, customs, or tradi-
tions.” [7]
We emanate from the understanding that ethical
issues are relational situations where one needs to weigh
alternative actions towards a moral problem [8] and that
ethical issues are embedded in every clinical meeting
[2,3,5,7]. Ethical issues in relation to physiotherapy pri-
vate practice can be about how to manage the power
asymmetry to ensure both parties feel humanly equal,
how to communicate in a respectful manner with all cli-
ents, how to live up to the right of self-determination
and privacy, or how to deliver client-orientated therapy
to all kinds of patients [5,9-11].
Knowledge about ethical dimension of physiotherapy in
private practice
Despite the increased political and professional recogni-
tion of the ethical dimension in physiotherapy, a limited
amount of articles has been published on the topic. In
2002, Swisher reviewed the knowledge on ethics present
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Swisher concluded that very few studies, actually only 5
publications [13-17] attempted to define ethical issues’
which physiotherapists routinely face in practice. Cross
and Sim in 2000 showed that physiotherapists may be
lacking in awareness about policies and procedures
relating to confidentiality, which could lead to undesir-
able consequences for clinical practices [18]. In 2001,
Praestegaard concluded from an interview study of 17
physiotherapists that Danish physiotherapists were inter-
ested in the ethical dimension of physiotherapy but not
consciously aware of when, why or how often ethical
issues occurred in practice. This low degree of aware-
ness led to several immoral and sometimes even illegal
actions, particular in the context of private practice [5].
Carpenter et al concluded in 2008 that the impact of
institutional environment on generating ethical issues
and on practitioners’ management of them needed more
systematic investigation [19].
Only sparse research has focused on ethical issues
within the context of private practice. Potter et al [9-11]
published three studies about physiotherapy in private
practice and discovered several ethical issues within this
context. They found that both physiotherapist and
patient expected the other to show respect and trust, to
be honest, caring and empathetic [9], that patients’
negative experiences of physiotherapy related to poor
communication skills [10], and that communication
skills and behaviour modification techniques were stra-
tegies physiotherapists wanted to learn more about
when dealing with difficult patients in order to provide
ethically physiotherapy in private practice [11]. In 2006,
Greenfield pointed out the difficulties in applying an
‘ethics of care’ approach to practice in health manage-
ment contexts, where a focus on cost-effectiveness and
profit was more common [20]. And, in 2007, Delaney
published an interview study of the interpretation of
informed consent in private practice. She found that
physiotherapists defined informed consent as an implicit
component of their routine clinical presentation and
information, rather than a process of providing explicit
patient choices [21]. No studies have been found on
ethical issues relating to first sessions in physiotherapy
private practice. The aim of this study has been to
explore whether ethical issues arise during the first phy-
siotherapy session discussed from the perspective of the
physiotherapists in private practice.
Methods
Study design
This study was designed within a qualitative paradigm,
using a phenomenological approach [22], in particular
Malterud’s modification of Giorgi’sp h e n o m e n o l o g i c a l
analysis [23-25].
Initially, the aim of this study was to explore whether
ethical issues arise during the process of physiotherapy
discussed from the perspective of the physiotherapists in
private practice. Early in the interview process, it
became clear that the interviewees found it important to
distinguish between the first session and the subsequent
physiotherapy sessions. They found the first session to
be something special to be ethically aware about and,
therefore, this study and its interview guide were
adjusted towards reflections and actions within the first
session.
Two interviews were performed as earlier research show
that physiotherapists in Denmark generally have vague
ethical awareness [5]. By giving time to reflect upon the
subject of the study, we assumed the interviewees would
provide deeper and more reflected answers, so the second
interview was also a triangulation tool [25]. A semi-struc-
tured interview guide was developed and included open-
ended questions. In the first interview, the questions
focused on: reflections and narratives on the first session
of physiotherapy in private practice, reflections about the
constitution of an optimal first session, and discussions of
ethical issues emerging within the first session. The second
interview focused on: reflections and/or adjustments on
the first interview, further reflections and narratives about
optimal and/or regrettable meetings and professional con-
duct related to the first sessions.
Sampling
Our sampling strategy aimed at obtaining a sample of
physiotherapists in private practice with a wide range of
experiences due to our assumption that ethical issues
can emerge in any clinical meeting.
Procedures
An invitation letter introducing the subject of the study
and asking for interested participants was sent out to 31
clinics across all regions in Denmark. Thereafter, the
clinics were contacted by telephone and asked if they
wanted to participate. Nine clinics found the study
important but lacked time for participation. The rest of
the clinics had passed the letter around and several phy-
siotherapists showed interest in participating.
The selected physiotherapists should: speak fluent
Danish and work in private practice irrespectively of
gender, age, work position, experience or geographical
region. Twenty two participants willingly agreed to par-
ticipate in two interviews related to professional issues,
all of which signed a written informed consent. One of
the 22 was excluded due to upcoming maternity leave.
For the characteristics of the interviewees see table 1.
Face-to-face, semi-structured, tape recorded interviews
were conducted twice with each participant by the first
author. Emerging themes and ethical issues from the
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in order to stimulate the participants’ ethical awareness
and hereby to stimulate thickened descriptions for
reflected and deeper understandings. At the second
interview, it was possible further to explore, verify,
refine, and add reflections and acts to earlier descrip-
tions. The majority of the interviews were carried out in
the clinic which gave a solid frame of reference for
understanding and validating the comprehension of the
interviewees’ life world and example. A few were carried
out in private homes or in a neutral office due to the
participant’s preference. The first interview lasted from
45 - 60 minutes, and the second from 30 - 45 minutes.
The time between the two interviews varied from one to
two months to allow time for settling the understanding
of ethical issues within the initial encounter. One inter-
view took five months between the two interviews due
to the interviewee’s business. Notes about the interview
situation, the process and other impressions were writ-
ten down immediately after both interviews with each
participant and were used to contextualise the accounts
and to help with orientation and understanding during
the analysis.
Audiotapes of the interviews were transcribed verba-
tim by a secretary and were validated by letting the first
author read the transcripts while re-listening to the
interviews to ensure validity.
Ethical considerations
The study followed the principles of the Helsinki
declaration and all participants were informed about the
purpose of the study and that they could stop the inter-
view at any point without any explanation. Verbal and
written informed consent and an agreement that quotes
from the interviews could be used anonymously were
obtained for both interviews. Approval by The Danish
Research Ethics Committee is not legally required for
this kind of study [26].
Analysis
All interviews were analysed according to the principle
of Giorgi’s phenomenological analysis [27,28], modified
by Malterud [24,25]. The analysis followed four steps:
1. Reading all transcripts to get a general sense of the
whole statement. In this process, material relating to the
themes about the first session was identified and put
aside for later use.
2. Re-reading of the material to discriminate units
with meaning from an ethical perspective.
3. Abstracting the content of meaningful units within
each theme (see table 2), which resulted in four themes
and appertaining subgroups. These were validated for
each individual and across all interviews in discussion
with the second author.
4. Synthesising of the transformed themes into a con-
sistent statement regarding the subject’s experience.
From the themes quotes were selected in order to docu-
ment and root the descriptions. The quotes were trans-
lated from Danish to English by the first author and
then retranslated and discussed with an external transla-
tor to maximise agreement on the content of meaning.
Finally the themes were given a conclusive headline.
Results
The results section presents issues which the intervie-
wees consider as ethical issues. The results of the analy-
sis emerged as four themes: General reflections on
ethics in physiotherapy; the importance of the first phy-
siotherapy session; the influence of the clinical environ-
ment on the first session and; reflections and actions
upon beneficence towards the patient within the first
session. The content of meaning of the themes and their
appertaining subgroups are presented and illustrated by
quotes in italics in the following.
General reflections on ethics in physiotherapy
All interviewees considered ethics an important aspect
of physiotherapeutic professionalism although most had
difficulty explicating their understanding of ethics. Many
lacked words and related to personal understandings or
bodily sensations: When I do something ethically wrong I
feel it in my stomach as something unpleasant.I t
seemed as the interviewees with post graduate academic
education had a greater tendency to express awareness
Table 1 Characteristics of participants (N = 21)
Characteristics No. (%)
Sex
￿ Female 12 (57)
￿ Male 9 (43)
Years of service in private practice
￿ 1-5 3 (14)
￿ 5-10 6 (29)
￿ 10-15 4 (19)
￿ 15-20 4 (19)
￿ 20-25 3 (14)
￿ 25-30 1 (5)
Type of conditions of service
￿ Owner 11 (52)
￿ Renter 6 (29)
￿ Employed 2 (9,5)
￿ Self-employed 2 (9,5)
Working individually or working together with in a clinic
￿ Individual 3 (14)
￿ Working in a clinic 18 (86)
Having post graduate education 16 (76)
Having post graduate academic education 5 (24)
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moral norms: an ethical issue is an issue where you have
to choose between different actions to show respect, [..] to
tell the truth, to inform truthfully about diagnosis and
prognosis, [..] to avoid offending the person [..] A frequent
issue in private practice..
For me [..] an ethical issue in practice is an issue
where either I don’t know how to take care of the client,
or, when I have to choose between two similar actions, to
do so (morally) right. .. E.g. when a new client smells
badly I find it an ethical issue; ought I tell the client he
smells or ought I endure the smell to show my respect?
The interviewees found it important to be aware of
when and how ethical issues occurred in daily practice.
They expressed that they had experienced ethical issues
within private practice: a few expressed that they experi-
enced ethical issues very seldom, most experienced
them daily or weekly, and a few narrated about the
occurrence of several ethical issues in every meeting, as
one states: every meeting is an ethical issue because I
have to treat every client differently in order to treat
them with the same respect.
The importance of the first physiotherapy session
The interviewees considered the first session as pivotal
for establishing a good physiotherapy-patient relation-
ship for the further process of physiotherapy: it is within
the first meeting that you either win or lose your patient.
One interviewee contrasted; every meeting is important,
none more than another.
They expressed it as essential in the first session to
establish a physiotherapy-patient relationship based on
trust. The majority stated that their understanding of a
trustful relationship related to consciously trying to
establish a respectful and empathetic dialogue, where
the patient afterwards would describe the physiothera-
pist as being engaged and active listening to his suffer-
ing. A few were not able to describe their understanding
of trust although they found it pivotal for the first ses-
sion with the patient.
The influence of the clinical environment on the first
session
The majority stressed that the influence of the clinical
environment on ethical reflections and actions was evi-
dent, especially on the first session. However they
reflected differently from one another: most strived to
arrange the clinic in order for the patient to get the
impression of friendliness, trustworthiness and profes-
sionalism and they told about decorating with white
walls, having designer furniture, systematic shelving
units, and dressing in neutrally colored sweat suits.
They described this as setting a frame of trustworthy
professionalism and found it ethically sound but were
not able to explain how it was ethically sound.
A few experienced interviewees explained how the
clinical environment influenced the first session: I
always have the first dialogue with the patient in one of
the closed rooms. The patient next door could be his
worst enemy, his boss or neighbour. Of course the envir-
onment influences the quality of the physiotherapy-
patient relationship. One interviewee reflected differ-
ently: in our clinic we have curtain as walls between the
couches, and this I find very helpful because I just have
to call for guidance or help and straight away my collea-
gue is there [..] We have a very perky and flirty tone, he,
he [..] both patients and each other, [..] and often I tell
my colleague what I am doing and ask what to ask or
do next (through the curtains).
The interviewees who had post graduate academic
education seemed to view the concept of environment
at a more abstract level. They expressed awareness that
their dialogues with the patient also arose from the
organisational base. They considered it an ethical
dilemma because the organisational setting gave rise to
limited time within the first session. In consequence of
Table 2 Results of the analysis: themes and their appertaining subgroups
Theme Subgroup
General reflections on ethics in physiotherapy
The importance of the first
physiotherapy session
The influence of the clinical environment on
the first session
Reflections and actions upon beneficence Prerequisites for the first meeting
towards the patient within the first session
Information and communication as beneficial tools
The need for time to individualise the first session
The influence of culture, tradition and language
Some patients do not fit private practice
Taking informed consent
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important knowledge about the meaningfulness of the
patients’ lived lives. Most of my patients expect me to
examine and treat their illness, and not to ask about
their lived lives. This I find as an ethical dilemma
because my understanding of physiotherapy and the
body is holistic and the most patients see this very nar-
rowed; they express themselves as a machine and not as
a human being.
I sometimes have expectations and ambitions on behalf
of the patient, - that we can reach far better results. But
if I don’t feel or hear acceptance from the patient initi-
ally I respect that. I have to accept and respect that we
have different goals. Even though I know that the patient
probably can reach a higher level of activity. I must be
b a s e di nt h ep a t i e n t s ’ needs, not my own, especially
when time is scarce- otherwise it is unethical.
Reflections and actions upon beneficence towards the
patient within the first session
The interviewees expressed great concern and effort
around beneficence towards the patient and most
r e g a r d e db e n e f i c e n c ea sa ne t h i c a li s s u et ob ea w a r e
about in order to respect the patients entering one’s
practice: I mean, if the patient doesn’tf e e lt h a tIs h o w
him respect as a human being and that I am doing my
best to understand and treat his problem, then I don’t
benefit him. Beneficence is the base of physiotherapy. It
is the base of the initial meeting. Otherwise the patient
may leave.
The theme represents all types of reflections and
actions intended to benefit the patient within the first
session, and is presented in six subgroups: Prerequisites
for the first meeting; information and communication as
beneficial tools; the need for time to individualise the
initial session; the influence of culture, tradition and lan-
guage; some patients do not fit private practice and; tak-
ing informed consent.
Prerequisites for the first meeting
It seemed as some of the experienced interviewees and
the interviewees with post graduate academic education,
emphasised that awareness about oneself, as “who I am”,
was found a prerequisite for being professional within
the first meeting, and the further process. They identi-
fied “who I am” as being an honest and trustworthy per-
son: honesty about one’s personal resources, values,
boundaries and prejudices and as a physiotherapist: con-
sciousness about knowledgebase and skills. If I don’t
know where I end as a person and start as a physio, I
cannot honestly listen to the patient. I need to be hon-
estly aware about myself, oth e r w i s eIc a nl e a dm y s e l f
and the patient to places which are not professionally
good or right [..] I have the power.
The same sentence, question or action can be delivered
without any fellow human empathy, or it can be deliv-
ered in deep respect of the person’s lived life, knowledge
and experiences. It is vital for an ethical first time meet-
ing that you know where and who you are.
The rest of the interviewees did not mention this
subject.
Information and communication as beneficial tools
The interviewees that had post graduate academic edu-
cation and the less experienced interviewees, expressed
it to be ethically sound to distinguish between informa-
tion and communication in order to benefit the patient:
you have to communicate with the patient, not merely
inform [..] When you just inform you are being superior,
and you lose the patient’s active involvement in the dia-
logue. They regarded consciously communication as a
prerequisite for patients to develop knowledge about
their problem and situation in order to develop their
own strategies for problem solving and to become
autonomous. Hereby they described it to be an ethical
issue - especially within the first session.
The majority of the interviewees valued information as
the core of beneficence towards the patient, especially
within the first session. They described the first session
to be like an interview: well, in the initial meeting [..] I
ask the questions and the patient answers, it is as simple
as that. They took pride in informing and educating
their patients about their illness or sickness and assessed
it as ethical sound physiotherapy. They wanted their
patients to feel trusted and respected, and to show the
patients their engagement and seriousness about their
illness.
The need for time to individualise the first session
All interviewees agreed that lack for time in private
practice in general had ethical consequences: A lot slips
out! A lot of small things fail. It is the balance between
all the good intentions and the fact that we work with
people that is essential. Despite all good intentions, the
phone rings, a patient is having a bad day and needs
more time which is not available. I am busy, too busy. I
misinterpret the content. I lose control over my contact
with the patient. And, [..] What can I do, the next
patient is waiting.
The need for time was expressed to be an overall ethi-
cal issue embedded within every aspect of beneficence
within the first session: The most serious ethical
dilemma we have is between having time for the indivi-
dual patient concurrent with making sound business.
The majority of the interviewees stressed the difficul-
ties in prioritising time, and they had great concerns
about how to ensure a solid interview within the first
session contemporary with their concerns about keep-
ing the time schedule; the next patient arrives in 30
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needed in order to maintain a sound profit. They told
that they tried to solve the dilemma by meeting and
treating two patients at one time. Some were aware
about the stress it implied for patients, and for the
physiotherapist as well with the potential limitation of
providing optimal physiotherapy. As one stated; Ik n o w
this is bad for both the dialogue with the one patient
and the treatment effect of the other patient. But what
can I do? I have to earn money. It is also a business,
not just beneficial charity [..] Well of course [..] this you
can probably see as an ethical issue. Or some managed
by having (too) long working hours with patients wait-
ing up for hours. There were only sparse reflections
about the impact this could ha v eo np u b l i ct r u s ti nt h e
profession.
The interviewees with post graduate academic educa-
tion, had taken action on this issue by establishing pri-
vate clinics without any federal subsidies: I have chosen
to work on a 100% private basis without any kind of fed-
eral subsidies. In this way, I can fulfil my personal ethi-
cal standard; take the time I need for talking with and
treating the patient the way I consider necessary in order
to be doing good. I feel satisfied and the patients express
respect and security. A few scheduled 60 minutes for
every new meeting to ensure a solid dialogue within the
first session despite the loss of income. One interviewee
with more than 25 years of service in private practice
declined to talk about this issue.
The influence of culture, tradition and language
The female interviewees gave several examples of how
culture, tradition or language rise ethical issues within
the initial meeting which they found compromised
being beneficent towards the patient. Some female inter-
viewees narrated about patients who did not understand
the intentions of the first session: Typically it can be
patients who undress themselves from head to toe before
I enter the room.
Many of our patients coming from non-western cul-
tures are very little process-oriented. They are very
impressed by machines and things that flash and beep.
And that you manipulate instead of mobilise. And their
understanding of pain is very different. I think we are
much better at distinguishing pain, [..] and we under-
stand that you have to be active yourself in order to get
better which they don’t. They expect treatment very
explicitly and then the first session is very difficult to set
with proper respect (as I need to communicate and
examine before treatment).
Many patients from non-western cultures have pro-
blems with being questioned by a woman. They kind of
do not really respect our competences. They very easily
make me feel inferior, and this is clearly an ethical issue.
I am the one who should ask the questions and here he
comes and take my power..
Additionally, patients who did not speak an under-
standable Danish were found to raise major ethical
issues. The interviewees expressed great difficulty with
having interpreters granted and involved. In the rare
cases where interprets were granted, the first session
took a disproportionate amount of time: It takes ages if
you really seek respect and empathy with one person
through another person. Furthermore, the interviewees
described a feeling of ongoing uncertainty of mutual
understanding due to fundamental different cultural
understandings and values expressed in verbal and non-
verbal language: it can be more than difficult to meet
this kind of patients with respect because I don’tk n o w
what they find respectful or violating.
The male interviewees did not see this as ethical issues
and found it to be a practical issue, except for one; we
have decided never to start a session with a patient who
does not speak Danish without an interpreter. And we
always give female patients to female physios and male
patients to male physios. It is very simple. We find this
to be respectful and a simple mean to minimise ethical
dilemmas that occur about gender and language.
Some patients do not fit private practice.
Patients who deviated especially from others by being
obese, dirty and/or gross, by having severe cognitive
damages or by being in the terminal phase, thus calling
for ethical reflections, seemed to be difficult for some
female interviewees to handle on the personal level in
both the first and the following sessions of physiother-
apy: sometimes we have mega-obese patients. I have diffi-
culties meeting them with respect. During the dialogue, I
have parallel reflections to the spoken word about how
they can stand to eat so much. I find it disgusting! I
can’t respect them and ask stupid questions. Isn’tt h a t
an ethical issue?
The deviation was also difficult for these interviewees
to handle on the structural level, due to lack of time
and tools to fulfill these patients’ fundamental needs;
they felt caught between a rock and a hard place, and as
one stated: These patients are not suited for private
practice. The few interviewees who talked about this
issue felt that they failed providing initial beneficence
towards the patient with the risk to lose the patient’s
trust in the further process. The rest did not mention
this issue.
Taking informed consent
The interviewees with post graduate academic education
told about taking formal informed consent within the
first session or during the entire process of physiother-
apy and argued doing so from the perspective of benefi-
cence. They considered informed consent as a process
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ensured beneficence and patient autonomy and they did
n o tf i n di n f o r m e dc o n s e n tt ob eaf o r m a lp a r to fe s t a b -
lishing the setting.
When asked, the rest answered in two ‘polite’ direc-
tions; Ih a v e n ’t got the time,o rOh, - oh, of course I take
informed consent. However they could not explain when,
how or why.
Discussion
The study design allowed us to explore the occurrence
of ethical issues within the first session and brought for-
ward variations in reflections and actions upon these.
The experienced interviewees told of a variety of reflec-
tions and actions upon the topic of this study, where
others with less experience or the ones with many years
of service did not have many reflections, a variation also
shown in other studies of ethical issues in physiotherapy
[5,13-15,17,18,21,29]. The design showed that the inter-
viewees were able in their discourses to construct reflec-
tions upon ethical issues when asked and given time by
the repeated interview method. The content of the two
interviews did not differ in meaning but the second
interview brought forward further refinements and sup-
plements and even new reflections. This strengthens the
internal validity and credibility of the results. Credibility
and dependability is further strengthened as the study
design showed that data convergence is present in the
themes but not in every subgroup.
The results showed that the sampling strategy gave a
wide range of ethical issues related to the first session.
As less experienced practitioners are closer to the basic
education we assumed that they would have many theo-
retical ethical reflections but lack experiences about
ethical issues in clinical practice, but as the results
show, the less experienced were vague on both aspects.
In addition, the results show that interviewees with
more academic education expressed an increased ethical
awareness in comparison with the rest of the intervie-
wees, which we may interpret in support of the concept
of recertification as a possible means to ensure the pro-
fessionalism of Danish physiotherapists.
Problems with ethical reflections
The results present a clear picture of the majority of
physiotherapists in private practice in shortage and in
insecurity of competence when facing ethical issues.
Overall, there seems to be an uncertainty about what
constitutes an ethical issue, even with experience in
daily practice, which earlier research supports
[6,13-18,21,29-33]. Ethical issues understood as rela-
tional situations where one needs to weigh alternative
actions towards a moral problem [8] are mostly
described by the experienced interviewees, and especially
b yt h eo n e sw i t hp o s tg r a d u a t ea c a d e m i ce d u c a t i o n .
They express ethical awareness of their moral actions
within the first session and they primarily argue that the
value of beneficence is the main ethical aspect.
Some of the issues presented in the results can only
be considered ethical in a very broad sense of the con-
cept: the choice of furniture or wall decorations seems
more like an aesthetic aspect than an ethical. But when
it comes to arguments about having closed rooms for
t h ef i r s ts e s s i o nt oa s s u r ep r i v a c y ,w et o oc o n s i d e ri ta n
ethical issue. Without an ethical awareness, the phy-
siotherapist may unintentionally act unethically, where
the ethically conscious physiotherapist will know when
he or she is acting unethically and therefore be able to
alter or adjust the action. Hereby professionalism can be
developed in answer to the demands of society
[5,7,9,10,12,18,19,21,31,32,34-38], laws [39] and ethical
guidelines [40,41].
T h em a j o r i t yo ft h ee t h i c a li s s u e sr e l a t e dt ot h ef i r s t
session of physiotherapy can be dealt with simply by
focusing on the acquisition of knowledge about how to
identify, analyse and solve ethical issues. Trienzenberg
recommends that teaching ethics should begin early in
the education programme, be integrated throughout the
curriculum, and relate to the clinical education. The
content should include ethical principles and philo-
sophic theory, awareness of personal ethical values,
codes of ethics, and legal issues [15]. Several researchers
bring forth suggestions on how to teach ethics
[30,32,33,42]. As Edwards et al acknowledge, the knowl-
edge and competence to analyse ethical issues in phy-
siotherapy are as important as the knowledge and
competence to analyse biomechanics, both in graduate
and postgraduate education [43]. It seems important to
stress that ethical knowledge needs to be integrated in
all subjects and not just as a self-contained course as
ethical issues are embedded in every clinical meeting,
reasoning process and practice [5,8,15,31,33,38,42,44].
Nevertheless, Christensen concluded that even when
well established ethic education is part of the education
curriculum ethical considerations are vague in students’
clinical reasoning in clinical practice [45]. Only in 2008
is the actual word “ethics” mentioned in the Danish
physiotherapy education curriculum [46] and in chapter
6, §12, the national study programme, it is written that
the education in ethics and theory and methods of
science is given a total of 3 ECTS.
A common prejudice of private practice is that the
attending patients on the whole are well off financially,
resourceful and autonomous. Our results present some
female physiotherapists who seem to have a low aware-
ness of the interface between personal and professional
boundaries which allow personal prejudices about e.g.
obesity to shine through their daily practice. If
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their personal prejudices about age, gender, race, reli-
g i o n ,d i a g n o s i s ,e t c ,t h i sm a yh a v eu n d e s i r a b l ec o n s e -
quences for the collective of private physiotherapists as
these are highly valued by society [2,5,9,10,18,37]. To be
professional implies that you always are aware of the
professional argumentation of your actions [1,7,8,15,36].
This bring forward the need for supervision of the inter-
face between personal and professional boundaries, the
need for education in ethics - but also the need for
reconsidering the organisational and structural condi-
tions for different patients entering private practice.
The importance of the first session
The results stress the importance of the first session as
pivotal for establishing a solid setting for the physiother-
apy-patient relationship - an importance also found in
medical and nursing research [47-49]. The first session
relates to moral commitment in physiotherapy private
practice: the physiotherapists more or less explicitly
express the moral meaning of the first session as actively
encouraging the patients to share their suffering. They
show moral reflection by understanding the importance
of being flexible in order not to invade the patient’s per-
sonal territory; they reflect on how to arrange the first
meeting, they reflect on how their understanding of a
trustful relationship relates to consciously trying to
establish a respectful and empathic dialogue, where the
patient afterwards will describe the physiotherapist as
being engaged and actively listening to his suffering.
This is in line with the findings of Potter et al [9]. They
choose questions that they find respect the integrity of
individual patient’s and they worry about being respect-
ful when meeting patients from other cultures and tradi-
tions. This can be addressed from the perspective of
Ethics of Care [8,50] as being the essential ethical
understanding of the first meeting. The core notion in
an ethics of care understanding is caring for and taking
care of others. The theory emphasises traits valued in
personal relationships such as e.g. trustworthiness, sym-
pathy and compassion. Particularly the term caring
refers to care for, emotional commitment to, and deep
willingness to act on behalf of persons with whom one
has a significant relationship [50] which the results
clearly underline.
Distinguishing between information and communication
The results show that the concept of beneficence is at
the core when establishing a good first session. The
overall tool for providing beneficence seems to be infor-
mation. It is well known in physiotherapy that informa-
tion about the setting, the examination, the diagnosis,
the reasoning behind the selected interventions and the
prognosis is crucial for effective therapy, and Jensen et
al especially stress the importance of teaching patients
[51]. However, if the physiotherapist only provides infor-
mation there a risk of being paternalistic and taking
over the patient’s lawful right to involvement in her/his
own treatment arise [8,39] because information is not
the same as communication. It is therefore seems
important to distinguish between information and com-
munication. Communication is characterized by mutual
respect, engagement, exchange of knowledge and under-
standing [1,52,53]. By communicating and by giving
patients tools to understand themselves we may contri-
bute to mobilising their own resources for self-help [54].
Obtaining a patient’s informed consent is a legal
requirement [39] and builds on the idea of autonomy,
defined as self-governance or self-rule, the individual’s
capacity for reflection and unforced choice and the free-
dom to express individual requests and preferences.
Obtaining informed consent can therefore be valued as
a communicative process [21]. Obtaining informed con-
sent can be applied as a tool for communication rather
than just information in physiotherapy private practice.
Thereby, the profession can accommodate the stipulated
ethical, legal requirements [5,19] and public trust [36].
We suggest that a norm always to obtain oral or written
informed consent for physiotherapy interventions with
competent patients’ call for further interpretation and
analysis of what constitutes an informed consent pro-
cess, especially in the low-risk situations which domi-
nate private practice.
Most of the physiotherapists emphasise, in line with
others [52], the need for time to establish a constructive
dialogue within the first session. Therefore it is worrying
that only few physiotherapists have taken action on this,
as all are aware that many ethical issues, implying non-
beneficence towards the patient, arise from this specific
fact. Making a sound profit within private practice
seems to dwarf the ambition of beneficence, which
Greenfield earlier has reported [20]. It appears necessary
to debate the kind of influence that personal need and
greed ought to have on the ethical norm in private prac-
tice. Likewise it appears essential to discuss this in rela-
tion to an expanding professional autonomy [35]. The
physiotherapy profession needs to discuss these issues
within the clinics and openly within the profession in
order to claim beneficence towards the patient. If society
looses faith in physiotherapy the hard gained profes-
sional autonomy will be in danger [36,44]. An unambig-
uous solution to this problem will probably never
emerge but an open discussion needs to be initiated.
The ethical dimension of the clinical context
In accordance with Carpenter et al [19] the results show
that the clinical environment influences ethical aspects
of the physiotherapy session. Thornquist defines context
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tional, institutional and material) in which a meeting
takes place [1]. The results reveal that the clinical envir-
onment primarily is understood as the material decor
and only by a few also as the organisational and institu-
tional environment. But as Thornquist stresses that con-
text is continuously changing and it does determine the
further interaction [1]. This means that what we say or
do in the first session will influence what happens
further on and how the involved parties interpret the
situation and attach importance to things and events;
thereby giving it an ethical dimension. This finding is
interesting and calls for further exploration.
Conclusions
The results showed the first session in private practice
to be essential from an ethical perspective. Ethical issues
do occur in Danish private practice, consciousness
about ethical issues differs, and reflections and actions
are based on an inadequate awareness of ethical the-
ories, principles and guidel i n e s .T h er e s u l t ss t r e s st h e
need for awareness and self-honesty; consciousness of
one’sp e r s o n a lr e s o u r c e s ,v a l u e sa n db o u n d a r i e sa sa
prerequisite for being professional. The results show
that the interviewees reflect on beneficence towards the
patient. However, without a deeper ethical awareness,
the physiotherapist may reason and/or act ethically to a
varying extent: an ethically conscious physiotherapist
will be aware of when he or she is reflecting and acting
ethically. Further exploration of ethical issues in private
practice is needed, and as management policy is deeply
embedded within the public sector there are reasons to
explore the public contexts of physiotherapy as well.
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